CHAPTER 20

OPHTHALMOLOGY DEPARTMENT

STANDARD OPERATI NG PROCEDURE
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500 BED FLEET HOSPI TAL
STANDARD OPERATI NG PROCEDURES
OPHTHALMOLOGY DEPARTMENT

A M SSI ON:  Provi de opht hal nol ogi ¢ services in support of conbat rel ated
abnormalities.

B. FUNCTI ONS:

1. Eval uat e opht hal nol ogi ¢ di sorders in patients.

2. Per f orm opht hal nol ogi ¢ surgery procedures.

3. Provi de optonetry services.

4 Consult with medical officers of other clinical services concerning

opht hal onogi ¢ probl ens.

C. PHYSI CAL DESCRI PTI ON

1. Location within conmpl ex:

(a) Specialty treatnment area for ophthal nol ogi c exans.

(b) Operating room for surgical procedures.

(c) Specialty treatnment area for desk
2. Shel tering.

Type: Tenper Tent.

Quantity: Three - four sections.
3. Materi al .

IOL: 0015

D. SPECI AL CONSI DERATI ONS

1. Average daily admi ssions.
(a) Steady state = 40 admi ssions/day; 27 surgical, 13 nedical
(b) Peak state = 60 admi ssions/day; 40 surgical, 20 nedical

2. Over a 30 day period approxinmately 3-9% of all admissions will have
a primary ophthal nol ogy di agnosi s.



E. WORKLOAD: Anticipated ophthal nol ogy workload for 250 bed conmbat zone
hospital over one 30 day period.

SERVI CE NUMBER
Medi cal 217
Medi cal 223
Medi cal 225
Medi cal 226
Sur gi cal 22
Sur gi cal 21

F. ORGANI ZATI ON

PATI ENT CONDI TI ON

NAME
Her pes Zoster, severe prolonged pain, eye involvenent
Corneal U cer, abrasion-severe corneal ulcer

Iridocyclitis, acute severe, nmarked visual inpairnment

Iridocyclitis, acute noderate, |ess marked visua
i mpai r ment

Eye Injury Open C osed - noderate, no |oss of intraocul ar
fluid

Eye Injury Open or Closed - severe, |oss of intraocular
fluid

1. Responsibility. The Head, Ophthal nol ogy Departnment, who reports to the

Di rector of Surgical

Servi ces, the Ophthal nol ogy Departnent personnel

2. Organi zational chart.

OPTI Cl AN
TECH (8463)

(1) E-4

DI RECTOR, SURG CAL
DEPARTMENT

HEAD, OPHTHALMOLOGY
DEPART. (2100)
(1) LCDR

OPTHALMOLOG ST
(2100) (1) LT

OPTOVETRI ST
(2300) (1) LCDR

OCULAR TECH OCULAR TECH
ADVANCED ( 8445)
BASI C (8463)
(1) E-5 (1) E-4



3. St af fing.

(a) Criteria.

(D) Rati o of staff/bed/unit/nodule required.
(2) Special qualifications required.
(b) sStaffing pattern: Two 12 hour wat ches.

Tot al
Per sonnel AM WAt ch Ni ght WAt ch Assi gned
Opt hal ol ogi st 1 (04 - 1
Opt hal ol ogi st - 1 (03 1
Opt honetri st 1 (04 - 1
Cccul ar Tech Adv 1 (E-5) - 1
Cccul ar Tech Basic -1 (04 - 1
Optonetry Tech 1 (E-4) 1 (E-4) 2

4, Assi gnnents by Billet Sequence Code: See TAB A, page 7

5. Watch Bill: See TAB B, page 8
6. Speci al Wat ches: N A
G TASKS
TASK METHCD
1. MAI NTAI N READI NESS 1.1 Check all ophthal nol ogy

i nstrunmentation and appliances
in Specialty Treatnment Unit,

M nor Surgery Area, and Main OR
daily.

1.2 Check daily that minor surgica
sets are available in the
Casual ty Receiving Area

1.3 Ensure daily that required
supplies are available in the
treatnent area

2. RECEI VE PATI ENTS 2.1 Accept opht hal nol ogy patients
from Tri age/ Casual ty Recei ving
as referred.

2.2 Exam ne and establish prinmary
di agnosi s.



3.

4.

COORDI NATE SURGERY

PREPARE FOR SURG CAL
PROCEDURES

Est abl i sh treatnent plan/program
as appropriate for diagnosis and
ensure that orders are recorded
by Opht hal nol ogi st.

Conduct daily ward rounds to al
opht hal nol ogy patients.

Ensure that established orders
are being carried out by
nursi ng/ hospital corps

per sonnel

The Opht hal nol ogi st will:

Coordi nate all surgica

procedures wth the mnor OR and
mai n OR

Prepare a daily OR schedul e.

Di stribute the schedule to the
M nor OR, Main OR and Anesthesi a
departnments.

The ORL tech will:

Cl ean and set up the ORL
operating apparatus and
treatment space daily or as
necessary.

Rempbve used exam instruments
scrub with gernicidal solution
and rinse. Dispose of trash and
waste nmaterial in double plastic
bags.

Di sengage all needl es and
scal pel bl ades from handl es and
place in tray |AW TAB C-1.

Di spose of |iquid nedical waste,
(suction nachine) | AWTAB C- 2.

Roll linens in cocoon fashion
and double bag in a fabric
| aundry bag.



5.

6

7

8.

PROVI DE OPHTHAL MOLOGY

MAI NTAI N MATERI AL READI NESS

PERFORM LEADERSHI P TASKS

PROVI DE CONTI NUI NG EDUCATI ON

Danp dust treatnent space with
gerni cidal solution daily.

Per f orm ORL- HNS | AW est abl i shed
services. Standards of conbat
casualty care and in concert

wi th tasks and procedures
contai ned in Chapter 4,
Operating Room

Opht hal nol ogy Technician will:

Per f orm oper at or nmi nt enance on
operating apparatus as required
by operator manual s.

Perform calibration of required
equi prent weekl y.

Keep inventory of treatnent area
supplies and linens, and restock
as necessary.

Keep inventory and restock sets
for use in the treatnment area

Return outdated drugs to
Phar macy for disposal

bt ai n nai nt enance and repair of
medi cal and non-nedi ca
equi pnent .

Provi de training and supervision
to assi st assigned personnel to
advance their clinical and

adm nistrative abilities.

Provide orientation to the
Opht hal nol ogy Depart nent.

Eval uate staff skills prior to
assigning nore conpl ex duties.

Cross-train personnel in al
specialty and indirect care
ar eas.

Provi de seni or personnel with
experience in adm nistration



9. PROVI DE SUPERVI SI ON

STANDARD OPERATI NG PROCEDURES:

CLI NI CAL PCOLI ClI ES/ GUI DELI NES

STANDARDS AND JOB DESCRI PTI ONS:

DOCUMENTATI ON:

1. Ref er ences

2. For ns

8.5

See

See

See

See

See

clinical teaching, and
supervi si on.

Conduct cl asses on speci al
procedures, principles, and
equi pnent .

Provi de performance counseling
to all personnel on a continuing
basi s.

Tab C, page 9.
TAB D, page 46.

Tab E, page 49.

Tab F, page 58.

Tab G, page 59.



TAB A

ASSI GNMENTS BY BI LLET SEQUENCE CODE

Departnment: OPHTHALMOLOGY
Desi gnat or/ Rank/ Wat ch
Billet Nunber Title Spec. Code Rat e Secti on
56029 HD, OPTHALMOLOGY 2100/ 15249 o4 *
DEPARTMENT
56049 OPHTHALMOLOG ST 2100/ 15249 0-3 +
56069 OPTHOVETRI ST 2300/ 1880D o4 *
56019 OCULAR TECH ADVANCED 0000/ HM E-5 *
56039 OCULAR TECH BASI C 0000/ HM E-4 +
56059 OPTOVETRY TECH 0000 HM E-4 *
56061 OPTOVETRY TECH 0000 HM E-4 +

* NOTE 1 = Pernmanent day watch.

+ NOTE 2 = Pernmanent night watch.



TAB B
WATCH BI LL FOR OPHTHALMOLOGY

Section M TWTF S S MTWTF S S M

* * * * * * * * * * * * *

Opthamdl A A A A A A E A A A A A A E A

ok kK k% ok kK k% *
Optonret E P P P P P P E P P P P P P E
KEY:
A = 0700-1900.
P = 1900-0700.
E = Excused.
* = Call.



C- 10

C 11

C 12

TAB C

STANDARD OPERATI NG PROCEDURES

| NDEX
NUMBER TITLE PAGE

SHARP | TEM PRECAUTI ONS 10
HAZARDOUS WASTE 12
CARDI AC ARREST PROCEDURE 17
REACTI ON TO MEDI CAL EMERGENCI ES 19
DEFI BRI LLATI ON 22
ROUTI NE MEDI CATI ON TI MES 35
LABORATORY MANUAL FOR WARD PERSONNEL
PROCEDURES FOR RELEASE OF MEDI CAL
| NFORMATI ON 37
PROCEDURE FOR PI CK- UP AND DELI VERY OF 39
HOSPI TAL LAUNDRY
PROCEDURE FOR HANDLI NG AND LAUNDERI NG 40
CONTAM NATED LI NENS
PATI ENT PROCEDURES FOR HANDLI NG EXPATRI ATED 42
PRI SONERS OF WAR

CASUALTY W TH UNEXPLODED ORDNANCE EMBEDDED 44



TAB C-1

SHARP | TEM PRECAUTI ONS

A.  PURPCSE: To di spose of used needl es and knife blades in a safe nanner.
To Prevent injury and potential risk of contacting hepatitis, syphilis,

mal ari a,

aspergillosis, or aids.

B. DEFIN TION: N A

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1

2.

3.

Needl e rack.

Perforated stainless steel box.

Needl e hol der.

D. CRI TERI A:

1

2.

3.

Needl es are never discarded |loose in trash receptacles.

Kni fe bl ades are always renoved from handl es before reprocessing is
done.

Sharp objects nmust be enclosed and secured so they cannot perforate

the receptacle.

E. STEPS:

1

into a

2.

Upon conpl etion of surgical case, the Surgical Tech wll:
(a) Separate sharp objects from other instrunents.

(b) Remove knife blades from handl es.

(D) Poi nt the bl ade toward table away from sel f.
(2) Renpbve bl ades with a needl e hol der, never use fingers.
(3) Pl ace used bl ades in a non-penetrabl e box.

(c) Place reusable surgical needles, either on needle rack or |oose,
perforated stainless steel box.

(d) Dispose of needles in a needl e-destruction unit.
CSR Decont am nation Technician will:

(a) Remove any bl ades/ needl es from non-operating roomdepartnments in

10



the sane manner as the Surgical Technician.
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(b) Run reusable needles, placed in a perforated stainless steel box,
through the washer-sterilizer.

3. CSR Col  ection HM wi | | :
(a) Collect needle destruction units every other day and enpty
contents into a firm self-closing box with padded adhesive tape to secure the

openi ng.

(b) Collect the firm self-closing boxes |located in operating room
support space that contain used knife bl ades.

(c) Take the sealed, |abeled contam nated boxes to Environnent al
Heal th Departnent for final disposition.

4, If accidentally puncture/cut finger with contam nated needl e/ knife
bl ade, do the follow ng:

(a) Notify area supervisor.
(b) Report to Specialty Treatnment Area for first aid.
(c) Complete an incident report on NAVMED 6010/ 14 form

F. RESPONSIBILITY:

1. OR Techni ci ans.
2. CSR Techni ci ans.
3. Envi ronment al Heal th Depart nent.

12



TAB C-2
HAZARDOUS WASTE

A PURPOSE: To provi de guidance for the collection, handling and di sposal of
hospi tal generated wastes which have contacted |iving organisns or nay otherw se
be considered infectious or hazardous.

B. DEFI NI T1 ON

1. Background: The operation of health care facilities creates waste
materials, some of which are hazardous. A subset of hazardous waste is

i nfectious waste; proper handling of infectious waste is nandatory, to prevent
spread of infectious diseases. The nethods of handling infectious waste, from
its generation to its ultinate disposal, nust be adhered to strictly by al
hands, wi thout exception

2. Rel ationship with Host Nations: It is anticipated that the hospital
will be operating, in a wartine or conflict node, on foreign soil. C ose
l'iaison with force planners during the pre-depl oynent planning phase is
essential for the hospital command to deternine host nation requirenents for
handl i ng, storage and disposal of infectious hazardous wastes. Wenever
possi bl e, agreenents and/or contracts with host nations should be secured for
the incineration or sanitary burial of wastes in accordance with the host
nation's regul ations. During peacetinme exercises on U S. soil, adherence to
federal, state and local environnmental |aws and regulations, partially listed in
Appendi x A, shall be strictly enforced.

3. Categories of Hospital Generated Waste: It nust be clearly understood
that the field hospital will generate four distinct categories of waste. Each
type will require special handling procedures from generation to disposal
These categories are:

(a) I nfecti ous waste - generated in patient contact, |aboratory and
surgi cal areas.

(b) Hazardous waste - usually chemical in nature and generated in the
Laboratory, X-ray and Public Works departnent.

(c) I nfecti ous hazardous waste - generated in the | aboratory.
(d) Non-infectious waste - generated in all areas of the hospital
4. Definitions.
(a) Infectious waste is defined as waste originating fromthe
di agnosi s and treatnent of people. There are five (5) broad categories of
i nfectious waste recogni zed by the Centers for Di sease Control (CDC)

m crobi ol ogi cal, blood and bl ood products, pathol ogical, sharps, and isolation
waste. Exanples of each of these types include, but are not necessarily

13



limted to, the foll ow ng:

(D) M crobi ol ogi cal - wastes generated in | aboratories
processi ng bacterial, fungal, nycobacterial, or viral materials, such as
medi a- cont ai ni ng pl ates, tubes, or diagnostic strips; swabs; glass slides;
pi pettes. Live virus vaccines (including smallpox, yellow fever, rubella,
nmeasl es, nunps, polio, and adenovirus) and any of the associated equi pnent for
their use also fall into this classification

(2) Bl ood and bl ood products - wastes generated in the
col l ection processing, and use of blood and bl ood products; tubes for
di agnostic blood collection; itens and materials contam nated with bl ood or
bl ood products that are not designed for cleaning, resterilization, and reuse.

(3) Pat hol ogi cal - pathol ogi ¢ speci nens, body tissues,
cont am nat ed di sposable instruments, and | aboratory waste generated in the
performance of nedical treatnent procedures and diagnostic | aboratory testing.

(4) Sharps - any diagnostic or therapeutic item possessing a
surface capabl e of piercing human skin, not designed for cleaning,
resterilization, and reuse. Exanples would include needles for injections,
preparation of intravenous nedicinals, indwelling cannulae, and di aghostic
testing (e.g., lunbar puncture, thoracentesis, paracentesis, etc.); scal pels;
and ot her disposable instruments with a surface capabl e of piercing human
ski n.

(5) I sol ati on waste - wastes generated in the therapy of
patients on isolation precautions. Exanples would include gowns; gl oves;
masks; head covers; dressings; disposables basins; paper towels used in
i solation roons; and other such itens and materials used in the care of
i solation patients that are not designed for cleaning, resterilization, and
reuse.

(b) Fomites - an object or itemthat is not of itself harnful, but
may harbor pathogenic m crorgani snms and serve as a vehicle in the transm ssion
of infections. Exanples would include but are not limted to bedding, |inen
cloth towel s and washrags, diagnostic nedical instrunments (e.g., stethoscopes,
sphygnomanonet ers, thernoneters), and personal items (e.g., razors,
toot hbrushes, toiletries).

(c) Hazardous waste - any wastes, or conbination of wastes, which
because of its quantity, concentration, physical or chenical properties my
pose a substantial present or potential threat to human health or the
envi ronnment when inproperly treated, stored, transported, disposed of or
ot herwi se nanaged.

(d) Infectious hazardous waste - any conbination of materials and
agents that neet the definitions described in 2-4.a. and 2-4.c. above. These
wastes will typically be generated in the | aboratory when organi ¢ pathogens
are conbined with hazardous chem cal s or reagents.

14



(e) Non-infectious waste - waste generated from non-clinical spaces
and waste from patients and their rel ated procedures, where no infection or
cont agi ous di sease exi sts.

(f) Storage - the holding of infectious hazardous waste for a
tenporary period, at the end of which the waste is treated, disposed of, or
stored el sewhere

(g) Treatnent - any method, technique, or process designed to
change the chenical, physical, or biological characteristics of any infectious
hazardous waste so as to render such waste nonhazardous, or |ess hazardous or
safer for transportation, storage or disposal

(h) Autoclave - an apparatus using steam under pressure for
sterilizing nedical equipnent.

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED: N A

D. CRI TERI A:
Hazar dous waste is properly handl ed and di sposed.

E. STEPS

1. Handl i ng i nfecti ous hazardous waste:

(a) Ward and | aboratory personnel shall utilize persona
protective clothing and procedures which would norrmally be practiced in a
traditional health care setting for the control of the spread of disease.

(b) Personnel shall wear disposable gl oves, gowns, and shoe
and hair covers.

(c) Patient contact and | aboratory areas will utilize clearly
mar ked, inpervious, containers for the disposal of all sharps. Wen full, the
sharps container shall be securely closed with autoclave tape.

(d) Patient areas will utilize clearly marked containers |ined
wi th doubl e plastic bags, the outer bag being an orange autocl avabl e "bi ol ogi ca
hazard" bag. These containers will be separate from non-infectious "trash"
containers. Wen full, the inner bag will be sealed with autoclave tape. The
outer bag will be sealed with filanment reinforced tape and autocl ave tape

2. Handl i ng Hazardous wast e:
(a) Protective equi pment, as described in DHHS (NI OSH)

Publ i cati on No. 81-123 (see Appendix A), will be utilized by personnel
handl i ng hazardous waste.

15



(b) Al'l hazardous waste will be containerized. Ideally, in
the original container or containers designed for the collection of such wastes
such as those provided with automated | aboratory equi pnent.

(c) Cont ai neri zed and transporting to storage areas will be
acconpl i shed by the waste generator (i.e., lab, x-ray, public works, etc.).
3. Transport and storage of infectious waste:
(a) Ward personnel will deliver properly seal ed sharps
cont ai ners and doubl e bagged infectious waste, to the | aboratory tenporary
hol ding area, on a regularly schedul ed basis. Ildeally, this area will be one of

low traffic and prohibitive to patient care, snoking, eating, and food or
medi ci nal handl i ng.

(b) Ideally, ward personnel will store and transport multiple
bags of infectious waste in |arge, covered containers (i.e., "A" cans with
tight fitting lids). These containers shall be scrubbed with a germ ci dal
solution at | east once per shift or nore often if grossly contam nated.

(c) Laboratory personnel will handle and routinely autoclave
wast e under steam pressure for a nmininmmof fifteen (15) mnutes. After proper
aut ocl avi ng, these wastes nmay be handl ed as noni nfecti ous dependi ng on host
nation requirenments.

4, Hazar dous Waste, Transport & Storage:

(a) As noted in paragraphs 3-1 b.2, hazardous waste will be
stored in their original containers or those designed for collection of such
wast es.

(b) Wast e generating personnel will containerize waste
according to its chenical grouping such as lubricants, fuels, acids, alkalines,
chl ori nated hydrocarbons, etc. Containers will be tightly sealed and | abel ed.

(c) Storage areas will be at least 100 yards fromthe hospital
conmpound and actual or potential potable water sources. ldeally, these areas
will be elevated with natural drainage away fromthe hospital and water sources.
Waste containers should be protected fromthe elenents and the area clearly
mar ked as "Hazardous Waste Storage."

5. Di sposal .
(a) General. It nust be understood that, in an operational situation,
the net hods of waste disposal range formideal to undesirable. The foll ow ng
di sposal methods are intended to guide the hospital comrand towards utilization

of the best disposal nmethod for any given situation.

(D) Host Nati on Agreenent - Under the Status of Forces
Agreenent the cogni zant Commander-in-Chief (CINC) will negotiate with the host
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country for disposal services.

(2) The cogni zant CINC will provide di sposal services
utilizing established |ogistical support channels within the theater of
operations such as the Supply Battalion of the Force Service Support G oup, or
suppl y shi ps.

(b) Methods. In the absence of the preferred, above nentioned di sposa
met hods, the followi ng may be utilized.

(D) Nonhazar dous/ noni nfecti ous waste (including properly
aut ocl aved i nfectious waste).

a Burial in a pit as deep as organi c equi pnent will
allow and covered with at least two feet of earth. Burial pits should be at
| east 100 yards fromthe hospital conpound and potabl e water sources.

b Burning by mxing with fuel oil until only ash
remains. Ash should then be buried as above. Tactical consideration nust be
given to open burning as snoke may give away the hospitals | ocation

(2) Hazardous waste.

a Laboratory chemical waste which contains infectious,
organic matter, is to be treated as hazardous as autoclaving of liquids in
cl osed containers is not authorized.

b Burial in sealed, marked containers, as deep as
organi c equi pment will permt. Burial sites should be lined with plastic
sheeting, covered with at |east four feet of earth and conspicuously marked.
Sites should be at | east 100 yards fromthe hospital conpound and potable
wat er sources.

F. RESPONSIBILITY:

1. The Conmanding Officer is responsible for ensuring the proper
managenent of the overall infectious and hazardous waste program and to
interface with the host nation to ensure |local regulations are satisfied.

2. Nursing Service via the clinical staff is responsible for the handling
of all wastes generated in clinical spaces. This includes ensuring that
adequat e supplies of hanpers, bags, tapes, sharps containers, and protective
clothing are nmaintained in these spaces.

3. Laboratory Service is responsible for handling hazardous infectious
wastes once it is delivered to or generated by the |aboratory. The service is
al so responsi bl e for proper autoclaving of such wastes to render it free from
pat hogens.

4, Surgical Service is responsible for handling wastes generated within

17



the operating room giving special attention to surgically renoved human tissue.
5. Operating Managenent is responsible for the renmoval of waste fromthe

central collection points, including the | aboratory, and delivery to the

desi gnat ed pi ckup area such as the "back | oadi ng dock."

6. Public Works Departnent is responsible for the renoval of wastes from
the hospital conmpound and ensuring its proper disposal as outlined in this SOP

18



TAB C-3
CARDI AC ARREST PROCEDURE

A. POLICY: In the event of sudden cessation of breath, heartbeat, or both,
every effort shall be nade to re-establish respiratory and/or circul atory
function as soon as possible. Cardiopul nonary resuscitation shall be initiated
in each incident, unless counter-maned by a Medical Oficer or by witten order
in the patient's record.

B. PROCEDURE:

1. After assessnent of cardiac or respiratory arrest is made,
immediately initiate basic life support.

(a) Verify unresponsiveness.

(b) cCall for help.

(c) [If unresponsive, open the airway.
(d) Check for breathing.

(e) If not breathing, give 2 full ventilations, 1 to 1 1/2 seconds

each.
(f) Check carotid pulse.
(g) If pulse is absent, start chest conpressions, 80 - 100 per
nm nut e.
2. Have second or third person bring emergency equi pment to the scene:
(a) Energency Cardio Resuscitation Kit.
(b) Oxygen cylinder.
(c) Suction machine with all catheters attached.
3. Menmbers of arrest teamwll:

(a) Perform chest conpression (one menber).
(b) Manage airway and do ventil ations (one nenber).
(c) Start an IV.

(d) Draw up and adm ni ster medications as directed by ACLS
certified nenber or Medical Oficer (one nenber).

19



(e) Recorder will docurment arrest on Cardiac Arrest Fl ow Sheet.
This menber will be the sanme throughout the energency.

C. VITAL PO NTS
1. Basic |ife support nust not be interrupted for nore than 5 seconds.

2. Advanced life support is only effective if proper basic |ife support
is initiated and maintai ned.

3. Conpl ete specific nursing notes showi ng the exact time events were
done.

D. EDUCATI ON REQUI REMENTS:

1. Al'l nmedi cal personnel must naintain Basic Cardiac Life Support
(BCLS) certification.

2. All Medical Officers and Critical Care Area Nurses should maintain
Advanced Cardi ac Life Support (ACLS) certification

3. CPR drills will be conducted monthly on all nursing wards in order
to assure nedical personnel awareness of their role in a code.

E. RESPONSIBILITY:

The Medical O ficer on Treatnment Team

20



TAB C-4
REACTI ON TO MEDI CAL EMERGENCI ES
A.  PURPCSE: To establish the protocol to react to nmedical energencies.

B. DEFINITION:. Medical enmergency is a situation causing a life threatening
condition that requires i medi ate nedical attention to sustain life.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Equi prent .
(a) Crash cart.
(b) Litter with bl ankets.
2. Suppl i es.
(a) As provided on crash cart.
(b) As requested by attendi ng Physician.
3. For ns.
Chronol ogi cal Record of Patient Care (SF 600).
D. CRITER A
Al'l equi prent properly supplied and functional.

E. STEPS:

1. Shock.
(a) Lay patient down with feet el evated.
(b) Keep patient warm
(c) Notify nedical officer.
2. Henor r hage.
(a) Apply direct pressure to area.
(b) Notify nedical officer.
3. Pul ronary arrest.

(a) Establish airway.
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(b)

G ve nout h-to-nout h.

4. Car di opul nonary arrest.
(a) Establish airway.
(b) Start CPR.
(c) Notify nedical officer.
(d) cCall code.
5. Cbstructed ai rway.
(a) dear nouth.
(b) Four blows back, four ABD thrusts.
(c) Until airway opens.
(d) Notify nedical officer.
6. Enmer gency procedure for adverse reaction to contrast agents.
(a) Wth hives (urticaria), erythemn, itching, or angi oedens.
Noti fy attendi ng physi ci an.
(b) Wth the above and dyspnea (difficulty in breathing):

(D) Call for help i mediately.

(2) Apply a tourniquet above the injection site to inpede
venous and |ynphatic flow, but not arterial circulation.

(3) Protect airway, suction as needed.

(4) O, high flow (10-15 L/min), by reservoir mask.

(5) Patient should be supine with | egs el evated unl ess

respiratory distress predoni nates.

(c)

Assi st the physician or nurse with the foll ow ng:

(D) Start large bore IV with NS TKO
(2) Epi nephrine O.5 ng 1:1000 SQ in opposite arm
(3) Benadryl 50 ng |V push by physician.
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(d) Wth BP Iless than 80 and patient critical:
(D) IV NS wi de open.

(2) Epi nephrine 1:10,000 0.2ng to 0.3 ng nmay be given very
slowy |V push by physician.

(3) Benadryl 50 ng |V push by physician.

(e) Transport to Casualty Receiving as soon as possible for further
definitive care.

7. Si npl e fainting.
(a) Lay patient down.
(b) Keep warm

(c) Notify nedical officer.
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TAB C-5
DEFI BRI LLATI ON
A PURPOSE: To terminate ventricular fibrillation inmediately, facilitating
the establishment of an effective cardiac rhythm This is the first and only
treatment for ventricular fibrillation
B. DEFI NI TI ON: Al so known as precordial shock, it is the conduction of an
electrical inpulse into the heart to depol arize cardi ac nmuscle and convert

fibrillation rhythminto normal sinus rhythm

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

1. Defibrillator with external paddles.
2. Batteries.

3. ECG nonitor with recorder

4. Conductive nmedi um

5. Cardi o Resuscitation Kit (Sparks Kit).

6. Oxygen therapy equi pnent.

7. Ai rways.

8. Endot racheal Anesthesia Set.

9. AMBU bag.

10. Sucti oni ng equi prent.

D. CRI TERI A:

1. Conversion of an abnormal rhythm following a precordial thunp or cough
has been well denonstrated in patients with ventricular tachycardia and conpl ete
heart block. Recently, it has been denobnstrated as well for ventricular
fibrillation. Because the speed of defibrillation is critical, a solitary
precordial thunmp is recomended for all w tnessed cardiac arrests when a
defibrillator is unavailable. Wen a precordial thunp is used in patients who
have ventricul ar tachycardia and a pul se, a defibrillator should be available
since ventricular fibrillation can be induced. A precordial thunp is delivered

to the center of the sternumwith the hypothenar aspect of the fist and froma
hei ght of no nore than 12 inches.

2. Defibrillator battery will be charged and ready to use at all tines.
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3. Person in charge of the arrest will insure all personnel stand
clear so that only the patient will receive the electrical current when "ALL
CLEAR" is call ed.

E. STEPS

1. Initiate basic cardiac |ife support (BCLS) and sumon defibrillation
equi pment and assi stance.

2. Verify ventricular fibrillation by ECG Correlate with the clinica
state of patient.

(a) Establish an airway or use existing endotracheal tube if in
pl ace.

(b) Performexternal cardiac massage until defibrillator is ready.
In the OR, internal cardiac massage nay be necessary.

(c) Wen patients are nmonitored and defibrillation equiprment is
avail abl e, proceed with defibrillation

3. Prepare to defibrillate.

(a) Ontain battery operated defibrillator

(b) Check battery level.

(c) Prepare defibrillator paddles by covering entire netal surface
wi th conductive nmedium (The conductive nmediumis needed to reduce skin
resistance to current flow, prevent skin burns, and allow for optimal current
flow to the myocardi um)

(d) Dial 200 watts/seconds (Joul es).

(e) Activate charge button to charge unit with electrical current.

(f) Validate that defibrillator unit is in the non-synchronized
mode so machine will fire correctly.

(g) Place paddles firmy into position against chest wall using
25- 30 pounds of pressure.

(D) Best position - transverse position

a Place one paddle at 2nd intercostal space right of
sternum

b Place second paddle at 5th intercostal space md-
clavicular line, left of sternum
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(2) Alternate position - anterior-posterior position.

I

Pl ace one paddl e at anterior-precordial area.
b Place 2nd paddl e at posterior-intrascapul ar area.

(h) Recheck ECG rhythm on cardi oscope to validate Ventricul ar
fibrillation pattern.

(i) Gve commnd to stand clear of bed/litter/ OR table prior to
defibrillation to mnimze risk of mcro or macro shock to staff.

4, Defibrillate the patient.

(a) Depress the discharge button while sinmultaneously keeping both
paddles in place until the electrical current is delivered.

(b) Check ECG rhythm on cardi oscope for changes in pattern.

(D) If ventricular fibrillation persists, repeat
defibrillation inmediately.

(2) Continue CPR during any delays in defibrillation.

(3) If a second attenpt is unsuccessful, imrediately
defibrillate with up to 360 Joul es.

(4) If the ECG nmonitor shows an organized rhythm check for
a pulse. Continue CPR if no pulse present.

(5) I f unsuccessful, continue with current ACLS protocol.

VENTRI CULAR FI BRI LLATI ON 2

Thi s sequence was devel oped to assist in teaching how to treat a
broad range of patients with ventricular fibrillation (VF) or pul sel ess
ventricular tachycardia (VT). Sone patients nmay require care not specified
herein. This algorithm should not be construed as prohibiting such
flexibility. The flow of the algorithmpresuned that VF is continuing. CPR
i ndi cates cardi opul nonary resuscitation.

W tnessed Arrest Unwi t nessed Arrest

Check pulse - If no pul se Check pulse - |If no pul se

Precordi al Thunmp
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Check pulse - If no pul se

CPR until a defibrillator is avail able

Check monitor for rhythm- if VF or VT

Defibrillate, 200 Joules °®

Defibrillate, 200-300 Joules P
Defibrillate with up to 360 Joules ®
CPR if no pul se

Establish IV access

Epi nephrine, 1:10,000, 0.5-1.0 ng |V push ¢

Intubate if possible ¢

Defibrillate with up to 360 Joules ®
Li docai ne, 1 ng/kg IV push
Defibrillate with up to 360 Joules ®
Bretylium 5nmg/kg IV push ©
(Consi der Bicarbonate)f

Defibrillate with up to 360 Joules ®
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Bretylium 10 ng/kg |V push ©

Defibrillate with up to 360 Joules ®

Repeat Li docaine or Bretylium

Defibrillate with up to 360 Joules ®

NOTES:

1. Pul sel ess ventricul ar tachycardia should be treated identically to
ventricular fibrillation

2. Check pulse and rhythm after each shock. |If VF recurs after
transiently converting (rather than persists w thout ever converting), use
what ever energy | evel has previously been successful for defibrillation.

3. Epi nephrine infusion should be repeated every five (5) mnutes.

4, Intubation is preferable. If it can be acconplished simultaneously
with other techniques, then the earlier the better. However, defibrillation
and epinephrine are nore inportant initially if the patient can be ventil ated
wi t hout intubation

5. Somre may prefer repeated doses of |idocaine, which nay be given in
0.5 nmg/ kg douses every 8 mnutes to a total dose of 3 np/kg.

6. The val ue of sodium bi carbonate is questionable during cardiac arrest,
and it is not reconmended for the routine cardiac arrest sequence.
Consideration of its use in a dose of | nmEg/kg is appropriate at this point.
One half of the original dose nay be repeated every 10 nminutes if it is used.

SUSTAI NED VENTRI CULAR TACHYCARDI A

Thi s sequence was devel oped to assist in teaching how to treat a
broad range of patients with sustained ventricular tachycardia (VT). Sone
patients nay require care not specified herein. This algorithm should not be
construed as prohibiting such flexibility. The flow of the algorithm presunes
that VT is continuing. VF indicates ventricular fibrillation; |V,

i ntravenous.

No Pul se Pul se Present
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Treat as VF St abl e Unst abl e
G G,
I'V Access I'V Access
Li docai ne, (Consi der sedation)¢®
1 mg/ kg
Li docai ne, Car di overt,
0.5 ng/ kg every 50 Joul es ¢¢©
8 mn. until VT
resol ves, or up Car di overt,
to 3 ng/kg. 100 Joul es ¢
Procai nani de, Car di overt,
20 ng/mn until 200 Joul es ¢
VT resol ves, or
up to 1,000 ng. Cardiovert, with up
to 360 Joul es ®
Cardiovert as in If recurrent, add
unst abl e Li docai ne and
patients ° cardi overt again
starting at energy
| evel previously
successful; then
procai nam de or
Bretylium
NOTES:
1. If the patient becones unstable (see Footnote b for definition) at

any tinme, nove to the "Unstable" arm of the al gorithm

2. Unstabl e = synptons (e.g. chest pain, dyspnea),
(systolic BP <90 mm Hg), congestive heart failure, ischema

3. Sedati on shoul d be considered for all patients,

hypot ensi on

or infarction.

i ncl udi ng those

defined in Footnote b as unstable, except those who are henodynanically
unstable (e.g., hypotensive, in pul nonary edema, or unconsci ous).
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4, I f hypotension, pul nonary edenm, or unconsciousness is present,
unsynchroni zed cardi oversi on should be done to avoid the delay associated with
synchroni zati on.

5. In the absence of hypotension, pul nonary edenm, or unconsci ousness,
a precordial thunp may be enpl oyed prior to cardi oversion

6. Once VT has resol ved, begin an IV infusion of the antiarrhythnic
agent that has aided the resolution of the VI. |[|f hypotensive, in pul nonary
edemn, or unconscious, use |idocaine if cardioversion alone is unsuccessful
followed by bretylium In all other patients, the recommended order of
therapy is lidocaine, procainam de, and the bretyulium

ASYSTOLE ( CARDI AC STANDSTI LL)

Thi s sequence was devel oped to assist in teaching how to treat a broad
range of patients with asystole. Sone patients nmay require care not specified
herein. This algorithmshould not be construed to prohibit such flexibility.
The flow of the algorithm presunes asystole is continuing. CPR indicates
cardi opul monary resuscitation; VF, ventricular fibrillation; IV, intravenous.

If rhythmis unclear and possibly ventricul ar
fibrillation, defibrillate as for VF.
If Asystole is present: a

Conti nue CPR

Establish IV access

Epi nephrine, 1:10,000, 0.5-1.0 ng IV push ®

I nt ubat e when possible ¢

Atropine, 1.0 ng IV push (repeated in 5 mn)

(Consi der bicarbonate) ¢

Consi der pacing
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NOTES:

1. Asystol e should be confirnmed in two | eads.
2. Epi nephrine shoul d be repeated every 5 ninutes.
3. Intubation is preferable; if it can be acconplished simultaneously

wi th other techniques, then the earlier the better. However, CPR and the use
of epinephrine are nore inportant initially if the patient can be ventil ated
wi t hout intubation. (Endotracheal epinephrine may be used.)

4, The val ue of sodi um bi carbonate is questionable during cardi ac
arrest, and it is not reconmended for the routine cardiac arrest sequence.
Consideration of its use in a dose of 1nEg/kg is appropriate at this point.
One half of the original dose nay be repeated every 10 ninutes if it is used.

ELECTROMVECHANI CAL DI SSOCI ATl ON

Thi s sequence was devel oped to assist in teaching how to treat a broad
range of patients with el ectronechanical dissociation (EMD). Sone patients may
require care not specified herein. This algorithmshould not be construed to
prohi bit such flexibility. The flow of the algorithm presunes that EMD is
continuing. CPR indicates cardiopul nonary resuscitation; IV, intravenous.

Conti nue CPR

Establish IV access

Epi nephrine, 1:10,000, 0.5-1.0 ng IV push 2

I nt ubat e when possible ®

(Consi der bicarbonate) ¢

Consi der Hypovol eni a,
Car di ac Tanponade,
Tensi on Pneunot hor ax,
Hypoxeni a
Aci dosi s,

Pul monary Enbolism
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NOTES:

1. Epi nephrine infusion should be repeated every 5 m nutes.

2. Intubation is preferable. If it can be acconplished simultaneously
with other techniques, then the earlier the better. However, epinephrine is
nmore inportant initially if the patient can be ventilated wi thout intubation

3. The val ue of sodi um bi carbonate is questionable during cardi ac
arrest, and it is not reconmended for the routine cardiac arrest sequence.
Consideration of its use in a dose of 1 nmEg/kg is appropriate at this point.
One half of the original dose nay be repeated every 10 ninutes if it is used.

PAROXYSMAL SUPRAVENTRI CULAR TACHYCARDI A

Thi s sequence was devel oped to assist in teaching how to treat a
broad range of patients with sustained PSVI. Sone patients may require care
not specified herein. This algorithmshould be not construed as prohibiting
such flexibility. The flow of the algorithm presunes PSVT is continuing.

Unst abl e St abl e

Synchronous Cardi oversi on Vagal Maneuvers
75 - 100 Joul es

Synchr onous Cardi oversi on Verapanil, 5 nmg IV

200 Joul es

Synchronous Cardi oversi on Verapanil, 10 ng IV

360 Joul es (in 15-20 mn)

Correct underlying abnormalities Cardi oversion, Digoxin
B- Bl ockers, Pacing as
i ndi cated

Phar macol ogi cal Therapy -
Car di over si on

I f conversion occurs but PSVT recurs, repeated electrical cardioversion
is not indicated. Sedation should be used as tine permts.
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BRADYCARDI A

Thi s sequence was devel oped to assist in teaching how to treat a
broad range of patients with bradycardia. Sone patients nay require care not
speci fied herein. This algorithmshould not be construed to prohibit such
flexibility. A-Vindicates atrioventricular.

Sl ow Heart Rate (<60 beats/min) @

Si nus or Second Degree Third Degree
Junct i onal A-V Bl ock A-V Bl ock
Type | Type |1
Signs or Synptons ° Si gns or Synpt ons
No Yes
Cbserve Atropine, 0.5-1.0 ng Transvenous Pacenaker

Continued Signs and Synptons b

No Yes
For Second For Second Repeat Atropine, 0.5-1.0 nyg.
Pegree Type || Degree Type I,
or Third sinus or junctional:
Degr ee:

Conti nued Signs/ Synptons P

Transvenous bserve
Pacemnaker

Yes

4

Ext ernal Pacenmaker

or
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| soproterenol, 2-10 ng/nmin ¢

Transvenous Pacenmaker

NOTES:

1. A solitary chest thunmp or cough may stinulate cardiac electrica
activity and result in inproved cardiac output and nmay be used at this point.

2. Hypot ensi on (BP <90 nm Hg), PVCs, altered nmental status or synptons
(e.g., chest pain, dyspnea), ischenia, or infarction

3. Tenpori zi ng therapy.

VENTRI CULAR ECTOPY:
ACUTE SUPPRESSI VE THERAPY

Thi s sequence was devel oped to assist in teaching how to treat a broad
range of patients with ventricular ectopy. Some patients may require therapy
not specified herein. This algorithm should not be construed as prohibiting such
flexibility.

Assess for need for
Acut e Suppressive Therapy
Rul e out treatable cause
Consi der serum potassi um
Consider digitalis Ievel

Consi der bradycardi a

Consi der drugs
Li docai ne, 1 ng/kg
I f not suppressed, repeat |idocaine,

0.5 nmg/ kg every 2-5 nmin. until no ectopy,
or up to 3 ng/kg given

I f not suppressed, procainanide 20 ng/mn
until no ectopy, or up to 1,000 ng given
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I f not suppressed, and not contraindicated,
bretylium 5-10 ng/kg over 8-10 m n.

I f not suppressed, consider overdrive pacing

Once ectopy resolved, naintain as foll ows:

After

After

After

After

After

Li docai ne, 1 mg/kg Li docaine drip, 2 nmg/nmn

Li docai ne, 1-2 ny/kg Li docaine drip, 3 nmg/nmin

Li docai ne, 203 ny/ kg Li docaine drip, 4 nmg/mn

Procai nani de Procai nam de drip, 1-4 ng/mn
(check bl ood | evel)

Bretylium Bretyliumdrip, 2 nmg/nin

Assess patient status and precipitating factors to prevent further

deconpensati on

5. Pr ovi

(a)

of the patient.
de post defibrillation care.

Perform a conpl ete base-1ine physical assessnment of patient.

Assess vital signs, peripheral pulses, respiratory pattern, and |evel of

consci ousness.
(b)
(c)
(d)
(e)

bur ned ar eas.

(f)

present.

(9)

careful ly.

Moni t or ECG r hyt hm wat chi ng for arrhythm as
btain a 12 lead ECG to assess mnyocardi al danmage.
Adm ni ster oxygen to reduce hypoxemi c state.

Assess chest wall for any burns. Apply Silver Sulfadiazine to any

Establish an IV line for nmedication adm nistration, if not

Adm ni ster prescribed nedications | AW Physician Orders.

(D) Monitor drips of antidysrhythnmic drugs (lidocaine)
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(2) Cbserve patient and ECG pattern for nedication effects.

6. Docunment defibrillation on Cardiac Arrest Flow Sheet, TAB J-15.
Record the follow ng:

(a) Ventricular fibrillation was observed on nmonitor. |If
avail abl e, include pre-defibrillation ECG rhythm strip.

(b) Number of tinmes defibrillation was attenpted.
(c) Voltage used with each attenpt.

(d) Post-defibrillation ECG rhythm Include an ECG rhythm strip if
avail abl e.

(e) Physiological multisystem status.
(f) Death.

F. PRECAUTI ONS

1. Check that equi pnent is properly grounded to prevent current
| eakage.
2. Di sconnect other electrical equipnment attached to patient to prevent

possi bl e equi prent danmage from the vol tage surge

3. Use conductive nedium on paddl es conservatively to prevent over arcing
of the current flow to the patient.

4, Clean defibrillator of remaining electrical current inmediately after
use. Never set charged defibrillator paddl es down.

5. Check that defibrillator is in non-synchronized node such that it is
not dependent upon an R wave to trigger defibrillation

G COVPLI CATI ONS:

1. Dysr hyt hni as.

2. Cardi ac arrest.
3. Respiratory arrest.
4, Neur ol ogi cal i npairnment.

5. Altered skin integrity.

6. Pul monary edena.
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7. Pul monary or systenic enboli.
8. Equi prent mal functi on.
9. Deat h.

H. RESPONSI BI LI TY:

1. Medical Officer will defibrillate the patient.

2. Nurse wi |l adm ni ster nmedication, assist with CPR, and record the
information in the patient's chart.

3. Hospital Corpsman will inspect and maintain the defibrillator
equi prent and supplies in working order. Supplies for the Sparks Kit will be
obtained from Material Managenent Depart nent.

I. REFERENCE:

1. Interim Guideline for Advanced Cardi ac Life Support (ACLS), The
Aneri can Heart Associ ation.

2. Text book of Advanced Cardi ac Life Support (ACLS), The American Heart
Associ ati on.
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TAB C-6
ROUTI NE MEDI CATI ON Tl MES

A.  PURPCSE: To standardi ze medi cation administration tinmes so that nursing
service and pharmacy can performthis task nost efficiently.

B. SCHEDULE
1. Routine tines.
(a) qd 0900
(b) bi d 0900- 2100
(c) tid 0600- 1400- 2200
(d) gid 0600- 1200- 1800- 2400
(e) g4hr 0200- 0600- 1000- 1400 etc
(f) g6hr 0600- 1200- 1800- 2400
(9) g8hr 0600- 1400- 2200
(h) g3hr 0300- 0600- 0900 etc
(i) gl2zhr 0600-1800
(i) ghs 2200
(k) Daily insulin 0700
() Insulin sliding scale 0700-1100-1600-2100.
2. Special considerations for adjusting tines.
(a) Triple IV antibiotics are ordered.
(b) Diuretics are ordered: best to administer before 2200.

(c) Oral antibiotics schedul ed for 2400 shoul d be given at 2200 so
sleep is not interrupted.

C. CRITER A

Medi cations will be given at routine tinmes unless adjusted for reason
speci fi ed.
D. STEP:
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1. Conpl ete nedi cation cards and MAR sheet with tines stated above.

2. For nedication tines differing fromthe routine, note this in margin
of Doctor's Orders Sheet, SF 508, prior to sending to Pharnacy.

E. RESPONSIBILITY:

Charge Nurse.
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TAB C-8

PROCEDURES FOR RELEASE OF
MEDI CAL | NFORMATI ON

A PURPOSE: To provide procedures of release of nmedical information within
the hospital

B. DEFI NI TI ON:  Medical Information - Information contained in the health or
dental record of individuals who have undergone nedi cal exam nation or
treatnent.

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED: N A

D. STEPS:

1. Upon presentation of requests for nedical information refer to
procedures contained in the follow ng references:

(a) Manual of the Medical Departnent.
(b) Freedom of Information Act, BUMEDI NST 5720. 8.

(c) Personal Privacy and Rights of |ndividuals Regardi ng Records,
SECNAVI NST 5211. 5.

(d) Availability of Navy Records, Policies, SECNAVI NST 5720. 42.

E. GENERAL GUI DELI NES:

1. I nformation contained in health care records of individuals who have
under gone nedi cal or dental exam nation or treatnent is personal to the
i ndi vidual and is therefore considered to ba of a private and confidenti al
nature. Information fromsuch health care records, the disclosure of which
woul d constitute a clearly unwarranted invasion of personal privacy, should
not be nade avail abl e to anyone except as authorized by the patient or as
all owed by the provisions of Manual of the Medical Departnent Chapter 23 and
the Privacy Act of 1974 as inplenented by SECNAVI NST 5211.5 series.

2. Rel ease of information will be coordinated by the Patient Affairs
Oficer.

3. Personal information of non-medical nature will not be rel eased.

4, personnel in the patients chain of command may be provided with
information required to conduct conmand business but will be referred to the

Patient Affairs Ofice.

5. Rel ease of information will conformto | ocal command and superi or
command policy.
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6. Al'l Departnent Heads shall ensure wi de di ssem nation of this
i nformation and conpliance with procedures outlined herein.

F. RESPONSI BI LI TY:

1. Director of Adm nistration.
2. Patient Affairs Officer.

3. Charge Nurse or Assistant.
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TAB C-9
PROCEDURE FOR PI CK- UP AND DELI VERY COF HOSPI TAL LAUNDRY
A.  PURPCSE: It will be logistically inpossible to pick up and deliver
|l aundry at each individual ward and CSR.  Therefore, this procedure
establishes central collection points and the nethodol ogy for preparing
laundry for turn-in.

B. DEFI NI Tl ONS: N A

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Canvas | aundry bags.
2. Request for clean linen/laundry.
D. CRITERIA: NA

E. STEPS:

1. Desi gnated Laundry Petty O ficer will:

(a) Set up laundry bags, taggi ng one for bed linen, one for
clothing (including patient clothing), and one for contam nated |aundry.

(b) Daily at 0800, take the soiled laundry to the nearest Clinica
Work Space along with a request for the next day's linen/laundry supply.

(c) Distribute cleaned patient clothing.
2. Li nen Control C erks.

(a) Pick-up and receipt for hospital laundry at each Cinical Wrk
Space.

(b) Collect Requests For C ean Linen/Laundry.

(c) Fill requests subnitted the previous day and return cl eaned
pati ent cl ot hing.
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TAB C- 10
PROCEDURE FOR HANDLI NG AND LAUNDERI NG CONTAM NATED LI NENS
A PURPOSE: The Conbat Zone Fleet Hospital will generate a significant
anount of contaminated linen within the operating roons and treatnment wards.
These itenms will require special handling and | aundering to prevent the spread

of infection.

B. DEFINITION:. Contaminated laundry is defined as those itens requiring
speci al disinfection and | aundering to preclude the spread of infection

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Chl orine bl each sol ution
2. Lat ex gl oves.
D. CRITERIA: NA

E. STEPS:

1. Hospital ward personnel will bag contam nated | aundry separate from
regul ar laundry. d oves are to be worn when handling contaninated | aundry.

2. Contanminated | aundry will be receipted by the Linen Control C erks
and delivered to the |aundry.

3. At the Laundry all contaminated laundry will be segregated fromthat
requiring only routine processing.

4. Based on the next day's requirenents and current inventory the
contanm nated |l aundry will be assigned a processing priority.
5. The contami nated laundry will be processed as follows:

(a) Presoak the contanminated | aundry for 60 nminutes in a chlorine
sol ution of 50 ppm

(b) Wash the linen in hot water using a normal cycle.
6. Once | aundered these itens will be placed in inventory for re-issue.

F. RESPONSIBILITY:

The Head, Environnental Health Departnent is responsible for routinely
nmoni toring the handling and | aundering of contanminated items to preclude the
spread of infections.

CAUTI ON: Extreme care nust be taken to avoid contact with the
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contanmi nated | aundry to prevent the spread of infection to |aundry and ot her
hospi tal personnel.
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TAB C-11

PATI ENT PROCEDURES FOR HANDLI NG
EXPATRI ATED PRI SONERS COF WAR

A PURPOSE: To detail patient handling procedures for expatriated prisoners
of war within the fleet hospital.

B. DEFI NI TI ON:

1. Expatri ated prisoners of war (EPW - those patients who require
treatnment who are prisoners of US. or allied conbat forces.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Restraints (theater command military police or hospital issue).

2. O hers as specified in adm ssion procedures (all forms will be
marked with the words "Prisoner of War" or "EPW).

D. STEPS:

1. Upon presentation of EPWto functional area, notify Security
Depart ment.

2. Upon admi ssion to Casualty Receiving, Security will be

responsi ble for the following notifications:

(a) Theater conmand nilitary police (MP) headquarters.
(b) Executive O ficer.
(c) Di rector of Nursing.
(d) Director of Admnistration.
3. Perform essential life saving care.
4, Inform MP that custody of patient will not be assuned by hospital

staff and that MP will retain custody of EPWuntil relieved by appropriate MP
headquarters staff or patient is transferred to EPWhol ding center (external to
hospital).

5. After treatnment, have corpsnman or litter bearer escort MP and EPWto
next functional area charge nurse. Adnissions packet, correctly annotated will
be delivered by hand to charge nurse.

6. During course of treatnment, patient will be guarded by MP and/or
restrained until treatnent is term nated.
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7. Movenent to another functional area will be reported to Security.

8. EPWs will be fed either on the ward or in the general mess. |If
allowed to eat in the general mess, EPWs will be acconpani ed by MP guards.

E. RESPONSI BI LI TY:

CMAA/ Security.
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TAB C-12
CASUALTY W TH UNEXPLODED ORDNANCE EMBEDDED

A PURPOSE: To provide guidance in admtting, processing, and treating a
casual ty who has unexpl oded ordnance enbedded in a body part.

B. DEFI NI TI ON:  An expl osive device (nmost often froma rifle grenade fired
at close range) which has not travelled sufficient distance for fuse
detonati on and explosion, and is enbedded in the body of a casualty.

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

Sandbags.

D. CRI TERI A:

1. Sandbags will be stored outside Casualty Receiving Area.
2. Ordnance removed fromthe casualty's body w thout detonation.
3. Ordnance removed fromthe hospital environment w thout detonation.
4, Ordnance di sposed of safely.
E. STEPS
1. Prepare sandbags.
(a) Casualty Receiving Senior Corpsman is responsible for filling bags

with sand and storing bags in a sheltered area outside Casualty Receiving
(b) Prepare sandbags when setting up area
2. Care of casualty wi th unexpl oded ordnance.

(a) Place casualty in area removed from other casualties and
per sonnel

(D) Keep casualty outside, if possible.
(2) If inside, stack sandbags around the casualty.
(3) Have absol ute mi ni mum of personnel near casualty.

(b) Call Security and have them sunmon an expl osi ve ordnance
di sposal expert.

(c) Upon determ nation of what the ordnance is, take additional safety
precautions as determ ned by the attendi ng surgeon in conjunction with the
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expl osi ve ordnance di sposal expert.

(d) Prepare casualty for removal of ordnance as soon as practicable.
If in the OR stack sandbags around the casualty and i medi ate operating
personnel. Al other personnel renain outside the perineter of sandbags.

(e) Tag inpatient record chart to alert other personnel to the
presence of unexpl oded ordnance prior to transfer frominitial intake point.

(f) After renmoval of the unexpl oded ordnance, give it to the
expl osi ve ordnance di sposal expert, who will then dispose of the ordnance in a
saf e and appropriate manner.

F. RESPONSI BI LI TY:

1. Casual ty Recei ving Senior Corpsman.
2. Adm tting clerk.
3. Sur geon.

4, Expl osi ve ordnance di sposal expert.
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TAB D-1
OPHTHALMOLOGY POLI Cl ES

A Opht hal nol ogi cal procedures in the theater will be perfornmed to expedite
return to duty (RTD) or to save the gl obe.

B. Open eye injuries will be closed at Echelon 3 facilities utilizing |Ioupe
magni fication and evacuated to Echelon 4 where vitrectony capability exists.

C. Maj or soft tissue and ocul ar adnexal trauma will not be closed at Echel on
3 facilities.

D. Enmbedded corneal foreign bodies will be renpved as far forward in the
medi cal evacuation system as possi bl e.

E. Al'l suspected cases of epidem c kerato-conjunctivitis should be renmpved
and isolated fromother soldiers to prevent an epi dem c.

F. Mor e extensive ophthal nol ogi cal procedures will be performed at Echelon 4
where the operating microscope will be | ocated.
G A mcro surgical augnentation set will be included for vitreous and

retina surgery to save the gl obe at Echel on 4.

H. Patients presenting with intraocular or corneal involvenent wth Herpes
Zost er Ophthal macus should be projected as a loss to the battle conmander.

l. Patients requiring posterior vitreous surgery to include all penetrating
eye wounds and cases of retained intraocular foreign bodies should be evacuated
beyond t he conmuni cati on zone. These patients are non-returnable to duty and
will be evacuated to CONUS in 7-14 days.

J. Vitro retinal surgery will be performed within a 7-14 day window. |If this
woul d have to be del ayed beyond 14 days, it would not significantly alter the
morbidity up to 21 days.

K. Corneal wounds will be closed with 9-0 nonofil ament nyl on.

L. Scleral injuries would be closed with 8-0 silk.

M Skin and soft tissue is to be closed with 6-0 and 4-0 silk.

N. Deep tissue in extraocular nuscles will be closed with 5-0 vicryl.

O. Conjunctiva will be closed with 8-0 silk or 5-0 vicryl.

50



TAB D-2
SURG CAL GUI DELI NES
A Whenever abdom nal, thoracic, or contam nated surgery is being conducted,

simul t aneous specialty (Othopedic, Neurosurgical, Ophthal nological, or
Vascular) will not be perforned.

B. Operating mcroscopes are available at COMWZ only. M croscopes are
nonsupportable in conbat zone. They will be placed in a special augnentation
package for Echelon 4. (If danmge occurs, mcroscopes will be exchanged; no
repair will be done in the theater.)

C. Al'l casting nateriel is docunmented in the Casting "G' nodul e using one of
the "G' tasks. Tinme has been docunented for the cast tech for casting in the OR
as well as for checks of splints, casts, pins, and fixateurs on the wards. This
time is 4 nmnutes once a day.

D. In all open fractures of extremties a conbination of external fixateurs
and plastered casting naterial will be used. For nodeling purposes, 75% of the
patients will have external fixateurs and 25% will|l receive plaster materi al

E. Irrigating Fluids:
1. DEPMEDS recogni zes the requirement for adequate amount of irrigating

fluids. However, enphasis should be placed on using the mninml anount
necessary because of the trenendous inpact on the |logistical system

2. There will be 2 liters of normal saline per operative case.
F. Dressings will ordinarily not be changed prior to day 4 post nitial wound
debridenment at which time the wound will be exanmined in the OR for further

debridement or delayed primary closure. However, a bl ood soaked dressing,
excessi ve henorrhage, and/or sepsis nmay necessitate wound exam nation and
redressing outside the OR In the data base, all wounds that render the

patient non-return to duty within the evacuation policy have a dressing
reinforcenent in 20% of patients. This category of patients otherw se have
dressing reapplied as indicated above in the ORif the stay in theater exceeds 4
days. Further, if the stay exceeded 8 days, another dressing change woul d be
done. For patients returning to duty in the theater, the sane policy is in use
during initial 4 days and periodic dressing change is acconplished dependi ng on
the nature and severity of injury.

G Bl ood recovery equi prment (or Cell Saver) is available in DEPMEDS at
Echelons 3 and 4 and will be used to the nmaximum extent practical. Anesthesia
personnel are responsible to set up and maintain this equipnment during operative
procedures. Theoretically, this equipnment may be used in contaninated and
septic cases; however, it is not applied in these cases in the data base. The
machine requires a liter of sterile saline with 30,000 units of heparin for
primary and an additional liter of saline for each unit of blood recovered.
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Also, it requires a liter for cleaning. The cleaning of the equipnent is
nmodel ed under the anesthesia area but will be perfornmed by an operating room

technician. The set-up consunables are found in CSG 12 and cl eani ng consumabl es
are in CSG 22.
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TAB E

STANDARDS AND JOB DESCRI PTI ONS

| NDEX
NUMBER TITLE PAGE
E-1 EMERGENCY CARDI O RESUSCI TATI ON KI' T
E-2 CLEANI NG/ MAI NTENANCE SCHEDULE FOR EQUI PMENT OPHTHALMOLOGY
E-3 JOB DESCRI PTI ON OF OPHTHALMOLOGY DEPT. STAFF
E-3.1 HEAD, OPHTHALMOLOGY DEPARTMENT
E-3.2 OPTOMETRI ST
E-3.3 ADVANCED OCULAR TECH
E-3.4 OPTI CI AN TECH
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TAB E-1
EMERGENCY CARDI O RESUSCI TATI ON KI' T

A PURPCSE: To provide appropriate supplies/equi pnent needed during
ener gency situations.

B. DEFI NI TI ON: N A

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Emergency Cardi o Resuscitation Kit (SPARKS Kit).
2. Emergency Kit Inventory List.
3. Depart nental Log.

D. CRI TERI A:

1. Emergency Cardi o Resuscitation Kit is readily accessible.

2. Kit is conpletely stocked and inventoried when seal is intact.

3. Oxygen cylinders, wrenches, and seals on Enmergency Cardio
Resuscitation Kit will be checked every watch.
E. STEPS:

1. Emergency Cardi o Resuscitation Kit will be located in the Casualty
Receiving Area at all tinmes. It will be used only for cardio Resuscitative

ener genci es.

2. Seni or Corpsman on each watch will check to ensure seals have not been
broken, and oxygen pressure in cylinders is sufficient, that psi is not |ess
t han 500.

3. I nventory enmergency Cardio Resuscitation Kit every three nmonths or
when seal s have been broken.

4, Check daily the Enmergency Kit Inventory List posted on the outside of
kit for drug expiration dates.

5. Make appropriate entries in the Departnental Log (TAB J-10).

6. Senior Corpsman will be responsible for re-supplying cart during
normal working hours. The Watch LPO assunes this responsibility at other tines.

F. RESPONSI BI LI TY:

Seni or Corpsman or his representative
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TAB E-2
CLEANI NG MAI NTENANCE SCHEDULE FOR OPHTHALMOLOGY EQUI PMENT
PURPOSE: To keep the environnent as cl ean as possible.

EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. 4 Scrub basins/buckets.

2. G oves.

3. Wet vacuum

4. Scrub brushes.

5. Sponge nop.

6. W pes.

7. Det ergent, GP.

8. Germici dal sol ution.

9. Laundry hanper.

10. Plastic, water soluble |aundry bag.
11. Plastic trash bag.

12. Covered container for nedical/dental wastes.
CRI TERI A:

1. Soiled linens, trash, and nedical wastes are renpved at the end of
wat ch and as

2. Decks will be wet-vacuuned daily.

3. Counter tops will be cleaned daily.

4, Tenper tent equi pment, shelving, litters are cl eaned weekly.
5. Refrigerator and ice nachine are cl eaned weekly.

STEPS:

1. Wat ch cl eani ng schedul e.

(a) Wen patient is transferred, immediately clean the treatnent area,
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and restock supplies to be ready for next adm ssion

(b) Check PSI |level on each oxygen cylinder. Notify medical supply to
repl ace oxygen cylinder when near 100 psi
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(c) Remove cloth laundry bags when full and place in utility nodule
for laundry to pick up about 1000 daily

(d) Enpty drainage bottles into a covered nedical waste container

(e) Enpty trash into plastic bags and di spose of at designated trash
ar ea.

(f) Take used sterile instrunents to CSR support nodul e for
reprocessi ng.

(g) Wash any surface including deck that may have becone
contam nated or soiled with blood, etc.

2. Dai ly cl eani ng schedul e.
(a) Wash decks with wet-vacuum on ni ght watch
(b) W pe down counter tops on night watch
(c) Restock supplies on night watch
3. Weekl y cl eani ng schedul e.
(a) Wpe down litter racks, storage cabinets, shelving and deck tops.
(b) Cean the refrigerator and i ce machine.

E. RESPONSIBILITY:

Seni or corpsman or LPO will assign cleaning details to watch.
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TAB E-3.1
HEAD, OPHTHALMOLOGY DEPARTMENT JOB DESCRI PTI ON

The Head of the Ophthal nol ogy Departrment will be responsible for the
opht hal nol ogi ¢ care of all patients treated.

THE HEAD OF THE OPHTHALMOLOGY DEPARTMENT W LL:

1. Set policies and procedures for ophthal nmol ogic care given in the hospital
2. Per f or m opht hal nol ogi ¢ eval uati on and treatnment procedures.
3. Per f or m opht hal nol ogi ¢ surgi cal procedures.

4. Compl ete short form history and physical (SF 539) for an adnission within
24 hours of adm ssion

5. Assign a primary diagnosis for ophthal mol ogi ¢ di sorder

6. Forrmul ate treatnent plans to be inplenmented by nurse and advanced ocul ar
techni ci an.

7. Docunent patient progress and treatment on progress notes at |east every
two days.

8. Make daily rounds on ophthal nol ogy patients begi nning at 0830 to eval uate
and reassess treatnment plans.

9. Be on call to specialty treatnent area for ophthal nol ogy adm ssi ons.
10. Monitor ophthal nol ogic care given by nurse and opht hal nol ogy technician
11. Oversee an orientation and training program for department staff.

12. Provide training |ectures to nmedical officers about combat ophthal nmol ogic
and treatnment protocols.

13. Consult with ward nedical officers about patients with problens.
14. Approve all comunications within and outside of the departnent.
15. Approve all personnel performance eval uations.

16. Prepare and subnit required reports in final form

17. Act as assistant ENT surgeon as well as regular ENT relief.

QUALI FI CATI ONS
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1. Desi gnat or 2100/ 2105 Physi ci an

2. Board certified 0249- NOBC Code.

3. Ful ly credenti al ed.

4. Advanced cardiac |life support (ACLS) certified.

5. Advanced trauma |ife support (ATLS) certification reconmended.

6. I ntermedi ate | eadershi p, nanagenent and training certification
r econmended.
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TAB E-3.3
ADVANCED OCULAR TECHNI CI AN JOB DESCRI PTI ON

The ocul ar technician will assist the Head of the Ophthal nol ogy departnment
in giving nursing care to patients with otorhinol aryngol ogy di sorders.

THE OCULAR TECHNI Cl AN W LL:

1. G ve nursing care according to the standards of nursing practice.
2. Assi st the ophthal nol ogi st physician in the ophthal nol ogy procedures.
3. Mai ntain all ophthal nol ogy instruments in good working order

4. Monitor the safety and function of all equipnent, submt work request to
medi cal repair and track progress on work requests.

5. Monitor and mai ntai n adequate adm nistrative and patient care supplies.
Order supplies from

(a) CSR - sterile instrunment and |inen packages.
(b) Medical Supply - nedical supplies.

(c) Supply - fornms.

(d) Laundry - linen.
6. Ensure proper disposition of contam nated instrunents, equipnment and
mat eri al s.
7. Assi st other corpsnmen in the ophthal nol ogic care of other patients.
8. Mai ntai n good i nterpersonal relations with other hospital departnments and

staff nenbers.

9. Report to and obtain assistance from senior corpsman, specialty treatnent
area as needed.

10. Ensure daily logs and records are conpleted correctly.
11. Check energency equi pnent each watch.

12. Performother duties as assigned by Senior Corpsnan in specialty
treatnent area
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QUALI FI CATI ONS

Compl etion of "A" school for hospital corpsman.
HV3 or above.
NEC 8445.

Basic cardiac life support.
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TAB E-3.4
OPTI CI AN TECHNI CI AN JOB DESCRI PTI ON

The Optician Technician will assist the Optometrist in giving optonetry
exans to patients.

THE OPTI CI AN TECHNI CI AN W LL:

1. G ve nursing care according to the Standards of Nursing Practice.

2. Assi st the Optometrist in the optometric procedures.

3. Maintain all optonetric instruments in good working order

4 Monitor the safety and function of all equipnent, submt work request to

Medi cal Repair and track progress on work requests.

5. Monitor and mai ntai n adequate adm nistrative and patient care supplies.
Order supplies from

(a) Supply - fornms.
(b) Medical Supply - frames, etc.
6. Mai ntai n good i nterpersonal relations with other hospital departnents.

7. Report to and obtain assistance from senior corpsman, Specialty Treatnent
Area, as needed.

8. Ensure daily logs and records are conpl et ed.
9. Check energency equi pnment each watch.

10. Performother duties as assigned by senior corpsnan in Specialty
Treat ment Area.

QUALI FI CATI ONS

1. Compl etion of "A School" for hospital corpsman.
2. HVB or above.
3. NEC code 8463.

4. Basic Cardiac Life Support (BCLS) certified.
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TAB F

REFERENCES
| NDEX
REFERENCE
NUMBER NUMBER TITLE
F-1 NAVMED P- 5966 Navy Nursing Procedures Manual .
F-2 Basi ¢ Cardi ac Life Support (BCLS)
Interim Guidelines by the Anerican
Heart Associ ati on.
F-3 Advanced Cardi ac Life Support

(ACLS) Interim Guidelines by the
American Heart Associ ation.
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TAB G

FORMS
| NDEX
NUMBER FORM NUMBER FORM TI TLE PAGE
G1 FHCZ. 3101 CARDI AC ARREST FLOW SHEET
G2 SF 508 DOCTOR' S ORDERS
G3 SF 509 PROGRESS NOTES
G4 SF 510 NURSES NOTES
G5 DD 792 24 HOUR | NTAKE AND OUTPUT WORKSHEET
G 6 SF 539 ABBREVI ATED CLI NI CAL RECORD
G7 NAVMED 6550/ 8 MEDI CATI ON ADM NI STRATI ON RECORD
G 8 NAVMED 6510. 14 I NCI DENT REPORTI NG DATA SHEET
G9 FHCZ 3102 EVACUATI ON FLOW CHART FOR SPECI ALTY

TREATMENT AREA

G 10 WATCH EMERGENCY KI T CHECK LI ST 60
G 11 DD 599 PATI ENTS EFFECTS STORAGE TAG

G 12 NAVMED 6010/ 8 PATI ENTS VALUABLES ENVELOPE

G 13 DAI LY CONREQ FOR HVMC | TEMS
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TAB G 10

WATCH EMERCGENCY KI T CHECK LI ST
FHCZ- 0401

| TEMS/ KITS TO CHECK: WARD:

PERSON CHECKI NG CHARGE NURSE
DATE WATCH SI GNATURE\ STATUS 02/ PSI DI SCREPANCI ES FOLLOW UP  SI GNATURE

AM

NOC

AM

NOC

AM

NOC

AM

NOC

AM

NOC
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